Self administered questionnaires completed by 69 out of 100 consecutive drug addicts attending two drug dependence clinics suggested that some private general practitioners were easily persuaded to prescribe controlled drugs. These drugs were usually methadone, dipipanone-cyclizine (Diconal), and methylphenidate (Ritalin
Introduction
Prescribing drugs of addiction to addicts is accepted medical practice in Britain,'-4 controlled studies suggesting measurable benefits for patients. 5 The first report of the Brain committee2 stated that addiction should be regarded as an extension of mental disorder, rather than a form of criminal behaviour. The committee also accepted that "a person may be able to lead a reasonably satisfactory life on a small and regular dose of a narcotic drug." The second report3 concluded that the major source of supply (of drugs to addicts) resulted from the activity of a very few doctors who had prescribed excessively. In the 1960s the main drugs prescribed to addicts were heroin and cocaine, and the committee recommended that the prescribing of heroin and cocaine to addicts should be strictly limited to doctors at special drug treatment centres, and that it should be made illegal for other doctors to prescribe these drugs to an addict. Disciplinary procedures were recommended for doctors found to have prescribed heroin and cocaine irregularly to addicts and it was further recommended that such procedures should be the responsibility of the General Medical Council.
In The reasons for such large numbers of addicts attending private practitioners may be that these doctors prescribe larger doses of drugs, prescribe central nervous stimulants, and prescribe drugs for injection. The opiate Diconal (dipipanone and cyclizine), which is not controlled under the licensing regulations, is widely prescribed to addicts in tablet form, despite the fact that addicts crush the tablets for self injection. Methylphenidate (Ritalin), a central nervous system stimulant, is also widely prescribed, although the only generally accepted medical indications for its use are in narcolepsy and for hyperkinetic children.9
There are differences in prescribing practices between doctors in National Health Service clinics and private practitioners. Hospital doctors do not work single handed and in isolation but have the backing of a multidisciplinary team, have access to other NHS facilities such as toxicological analysis, and can thus prescribe more objectively. Some private practitioners'0 believed that their prescribing "freed addicts from the pedlars and other black market activities." Another practitioner" asked why addicts did not go to clinics, noting the expense of obtaining drugs in the black market. The explanation that giving large amounts of drugs to addicts who might then sell them in the black market was not considered. Precautions to be taken when prescribing controlled drugs for addicts have been outlined'2 and assessment procedures described' 3; regrettably, these are apparently seldom observed by some practitioners.
In order to find out more about the recent changes we asked patients attending the outpatient clinics at St Thomas's and St George's Hospitals for their views about private prescribing of drugs. We also reviewed some of the case records of patients who had left the clinics to go to private practitioners.
Method
We gave a self administered questionnaire to 100 consecutive patients attending two drug dependence treatment clinics to obtain their views of private prescribing of controlled drugs. The questionnaires were completed anonymously. A summary of the case notes of nine patients are presented as examples of some of the problems and types of prescribing practice encountered in the preceding year.
Results

P XTIENTS VIEWS
Sixty nine of the 100 questionnaires were completed. Not all respondents answered every question. Half of the respondents had attended a private practitioner on some occasion.
The reasons given why addicts went to private doctors were: they prescribe injectable drugs (44 out of 48 respondents); they prescribe more than one drug (38 out of 40 respondents); they give prescriptions which can be dispensed once a week (36 out of 39 respondents); they prescribe what is asked for (51 out of 56 respondents); they prescribe larger doses (36 out of 40 respondents); they have not all the clinics' regulations (37 out of 41 respondents); they treat addicts better (16 out of 38 respondents). Fifty of the 69 addicts generally considered that private doctors were more easily conned than clinic doctors. Out of 44 patients who answered this specific question, 37 found it easier to get a prescription from a private doctor than a clinic doctor; and 31 out of 39 stated that some private doctors in effect sold drugs for money. Forty two out of 45 patients stated that addicts attending private practitioners sold some of the drugs prescribed to pay the chemist's prescribing fee or doctor's bill.
CASE HISTORIES
The following nine patients from the two clinics had attended private practitioners at some time.
Case 1-This man had been attending regularly for treatment and then stopped attending without notice. He had gone to a private practitioner, who did not check that he was already receiving treatment and having a prescription for an opiate. He was given a prescription for ampoules of injectable methadone. Within a week he was arrested for selling methadone ampoules and is still in jail.
Case 2-A man and his wife (case 3) had been attending a clinic for 11 and six years respectively because of their problems of dependence on opiates, central nervous system stimulants, and barbiturates. They had improved considerably and for two years had apparently not used illicit drugs. They were both having a prescription for methadone. The husband went to a private practitioner, wvho did not check on his previous and present treatments and gave him further prescriptions for Diconal and Ritalin. These drugs were crushed and taken by injection by both patients, the wife developing septicaemia.
Case 4-This patient attended a private practitioner, who contacted the drug dependence clinic for information about the patient (who had inquired about switching to a private doctor). An account of the patient's history and current treatment was sent to this doctor, who took him on despite the fact that the patient had no financial resources and was living on supplementary benefit.
Case 5-This woman had had bacterial endocarditis as a result of a contaminated self injection. Subsequently her medication had been changed to oral methadone. She later visited a private practitioner, who gave her prescriptions for injectable drugs without consultation with any of the doctors who had been concerned in her treatment-her general practitioner, the clinic staff, and the staff of the hospital where she had been treated for endocarditis.
Case 6-A man had attended a clinic for many years interspersed with periods in prison. On one occasion after leaving prison he went to a private practitioner, who prescribed 140 (10 mg) ampoules of methadone (black market value £700) to be dispensed at fortnightly intervals. Another man (case 7) was admitted to a general hospital with thrombophlebitis in both legs. He gave his name as that of case 6, volunteering that he picked up 140 ampoules of methadone fortnightly at a named chemist. The chemist confirmed that the ampoules had been dispensed at the stated time. The masquerade was later discovered, and the hospital doctor was left with a strong impression that the patient regularly bought his supply of drugs from case 6.
Case 8-This patient was stabilised on methadone 40 mg by mouth daily. After losing his job he went to a private practitioner and received a prescription for 700 mg methadone, 140 Diconal tablets, and 140 Ritalin tablets to be dispensed fortnightly. He took all the Diconal and part of the Ritalin himself and sold the rest. He developed a psychosis that necessitated admission to hospital, having caused considerable disturbance to his family and neighbours. His doctor was informed but nevertheless resumed the prescription for the same drugs in the same dosage immediately the patient was discharged from hospital.
Case 9-A man was receiving 100 mg methadone (ampoules 60 mg, mixture 40 mg), two Ritalin tablets, and 40 mg diazepam daily from a private doctor. After release from prison (three weeks in custody charged with selling drugs) he telephoned the doctor and made an appointment for one week later. He collected a prescription for the interim period from the secretary for methadone in the same dose as before. While in prison, however, he had been withdrawn from drugs and had lost some of his tolerance to opiates. He suffered a serious overdose necessitating four days in an intensive care unit when he took the drugs which had been prescribed for him.
Discussion
In the 1960s uncontrolled prescribing by private practitioners led to a severe spread of addiction. This stopped when controls were introduced, but these were imposed only on heroin and cocaine. There is evidence that there has again been an increase in private prescribing of controlled drugs to addicts by private practitioners. The situation is similar to the 1960s except that the drugs now being prescribed unduly liberally are methadone, Diconal, and Ritalin. There is an urgent need to control prescribing of this type. Also it is questionable whether it is ever desirable to prescribe controlled drugs to an addict when a fee is paid.
We estimate that a doctor could receive over C100 000 a year solely by prescribing controlled drugs to addicts (by writing 20 prescriptions daily). Addicts have to pay the full cost of privately prescribed drugs as well as the chemist's dispensing fee and the doctor's fee. Some of them sell some of their drugs (from the Harley Street and Piccadilly Circus Golden Triangle) to get the funds to do this. If neither the General Medical Council nor a tribunal constituted for this purpose in accordance with section 14 of the Misuse of Drugs Act 1971 can stop these practices, then extension of the present licensing system to include all controlled drugs, as recommended by the Advisory Council on the Misuse of Drugs, is probably the only way that this can be achieved.
